The object of this study was to design a clinical tool. the Patient Attitudes Scale. that will enable surgeons to identify patients at risk for dissatisfaction postsurgery. Both cosmetic and noncosmetic nasal surgery patients completed a short preoperative questionnaire comprising item clusters believed to measure variables associated with the prediction of risk. Postoperatively. these same 65 patients rated their satisfaction/dissatisfaction with surgical results. Measures completed by participating surgeons included preoperative status and risklevel ratings. The questionnaire and surgeons' risk-level ratings were positively and significantly associated with patient outcome ratings and with each other. providing predictive and concurrent validity. Significant correlations werefound betweenpostoperative dissatisfaction and both a negative support system and inappropriate expectations. Extremely dissatisfied patients scored above the mean on five of the questionnaire's seven clusters: impulsivity. inappropriate expectations. external pressure for the surgery. negative support system, and mental! psychological factors.
A 1982 journal article 1 stated that "the explosive demand for esthetic surgery . . . has brought the provision of this service to the level of the marketplace in many countries." In our own country, demand for aesthetic or cosmetic surgery has increased dramatically. In 1984, nearly 2 million plastic surgery procedures were performed, an 81% increase over the 1981 figures.? Additionally, although females have been the primary consumers of aesthetic surgery, Hamburger' stated in 1988 that "increasing numbers of men are choosing cosmetic surgery; a surgery by the American Academy of Facial Plastic and Reconstructive Surgery reported that one-third of its members' patients were " men.
Both the increased demand for the procedures and the interest of psychologists have led to studies dealing with the contribution of psychology to cosmetic surgery. Many writers attest to the interface between the two disciplines. 1,2,4-9 While success for both fields lies in a patient's self-perceptions, in the case of cosmetic surgery, this ultimately means "beauty . . . in the mind of the beheld.t"
The main thrust of collaboration between psychologists and cosmetic surgeons has been in the area of presurgical assessment, the aim being not only to evaluate a patient's appropriateness for surgery from a medical point of view, but to screen out the psychologically high-risk patient, for example, the patient who is likely to be dissatisfied with the results of surgery and therefore sue the surgeon.
Considerable agreement exists among researchers seeking to identify high-risk factors for unsuccessful outcomes of cosmetic surgery. Although there is no evidence that any single factor automatically leads to dissatisfaction, a review of the literature has identified the following factors as associated with inappropriate or high-risk candidates for cosmetic surgery:
Unfortunately, despite awareness of the above, "research assessing the relation between pre-surgical evaluations and successful outcome , .. is not extensive.v'
Studies that have focused on the psychological assessment of elective cosmetic surgery patients have utilized v~ing methodologies. Meyer, Jacobsen, Edgerton, and CantorI interviewed and administered a battery of tests pre-and postoperatively to 30 consecutive female patients aged 14-43 desiring rhinoplasties. Ten of the 22 patients operated on by the time of publication were reported to have ex~erienced brief but "significant emotional disturbances...." 8 No statistical information correlating these specific patients' preoperative evaluations with their postsurgical outcomes was presented.
A more recent study of 50 female rhytidectomy patients by Goin, Burgoyne, Goin, and Staples!" utilized MMPIs and the Beck Depression Scale along with a battery of other tests, questionnaires, clinical observations, and interviews in order to identify inappropriate, high-risk patients. They reported that the postoperative reactions of 30% of their patients demonstrated evidence of a depressive illness which was "primarily correlated with a preexisting, clinically detectable depression, high depressive Beck scores, or a depression-prone personality pattern,,,17 No specific statistics for the latter correlations were given. No statistically significant correlations were found between post-1.
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Having unrealistic expectations including hoped-for changes in personal or social areas and/or an inability to withstand less than a perfect result. [1] [2] [3] 6, [9] [10] [11] [12] [13] [14] Seeking facial cosmetic surgery due to pressure from others. T,2,6,9-11,13,15 Having misconceptions/false beliefs concerning one's appearance. I,2,7,lf,16 Having vague goals and expectations, for example, expressing uncertainty about which aspect of one's appearance should be changed,I,IO,I1,13,f4 Idealizing the surgeon/placing the decision for what is desired on the latter. I1,12,17 Having a history of previous unsuccessful cosmetic surgeries;2,1O,11 Having a history of numerous cosmetic sur~eries.I,3,1O, 13 Having family opposition to the surgery, ,10,13
Having a history of mental illness: especially depression, paranoia, or borderline personality disorder. 1,2,10,12,17 Exhibiting rash, flightly, impulsive behavior. 3,10,13,17 operative depression and surgical expectations, how the surgeon felt about the patient, whether the surgeon expected the patient to complain, or the occurrence of postoperative complications.17
Anderson and Ries 10 mailed a 164-item questionnaire to each patient prior to first consultation, They cited a list of "caution signals" in patient responses that may reveal an elevated risk of postoperative dissatisfaction: vagueness or unrealistic expectations about the correction desired; rashness in decisionmaking; a history of numerous cosmetic surgeries/dissatisfaction with previous results; lack of a support system; evidence of depression; perfectionism; seeking the surgery to please others; and/or idealization of the surgeon.
Wright and Wright 14 interviewed and administered MMPls to rhinoplasty patients and a group of controls undergoing various noncosmetic surgical procedures, Their objective was to see what psychological patterns differentiated the group seeking cosmetic surgery. The Wright and Wright study!" was unique in its conclusion that the most effective form of screening would include a combination of both clinical observation and structured questions designed to get", . , the patient to state his motivation and expectations , . . while providing the framework for the surgeon to clarify what cosmetic surgery can and cannot accomplish.?" These conclusions have been reemphasized in subsequent writings. 3,12, 13 Experts have concluded that lengthy presurgical evaluations are neither practical nor desirable. Wright and Wright l4 found administering the MMPI to be impractical. Surgeons fear that private patients may be offended if asked to consult a psrchologist when presenting for cosmetic surgery. 1,14 Edgerton' has suggested short preoperative interviews conducted by the surgeons themselves, the main objective being to distinguish between motives that ". . . arise from internal as opposed to external pressures. In the former, surgery is motivated by a need for improved self-esteem.... In the latter, surgery is requested as a result of the desires of others and failure is likely."15
There is still no experimentall~validated method for screening out the high-risk patient. 2,3, 13, 4 And, "no single method has proved to be a reliable means of preventing postoperative dissatisfactions. ,,12 From the medical point of view, however, "the most significant decision the [cosmetic] surgeon can make is when not to operate"! for not only might a surgeon be at risk from the standpoint of litigation by an unhappy patient, but patients can and do desire cosmetic surgery for reasons that might better be served by psychotherapy,
The object of the present study was to develop an economical, empirically tested screening method for use by cosmetic surgeons in their offices to (a) aid in the decision to perform elective cosmetic surgery on prospective patients and (b) predict the likelihood of success or failure as measured by patient satisfaction or dissatisfaction with resulting facial changes.
The ten factors cited by the literature as associated with potential postsurgical dissatisfaction were grouped into clusters forming seven high-risk variables. These variables comprised the focus of study in this research and are as follows.
1. Impulsivity: electing cosmetic surgery on the spur of the moment.
2. Inappropriate surgical expectations: having vague, unrealistic surgical goals and/or an inability to withstand an imperfect result.
3. Externally rather than internally generated motivationfor cosmetic surgery: responding to pressure from others as opposed to seeking improvement of self-esteem.
4. False beliefs: having misconceptions conceming one's aesthetic appearance and/or idealizing the surgeon.
5. History ofprevious cosmetic surgeries: having had numerous procedures and/or dissatisfaction with the results.
6. Negative support system: having significant others opposed to the surgery. 7. Mentallpsychologicalfactors: having a history of depression or borderline personality disorder.
A sample population of rhinoplasty patients of both genders was studied in order to gather data on the population of interest-elective cosmetic surgery patients-without the vulnerability to confounding variables associated with aging particular to many other cosmetic procedures. 14 Scores on a selfadministered Patient Attitudes Scale (PAS), based on the variables listed above, were used to identify those patients likely to be dissatisfied with the results of surgery. Additionally, pre-and postoperative ratings by both patients and surgeons were utilized in order to determine the accuracy of surgical expectations and both concurrent and predictive validity for the method being developed.
The following hypotheses provided measures of both predictive validity(Hypotheses I and II) and concurrent validity (Hypothesis III), as well as of predicted differences between those seeking cosmetic and noncosmetic surgery (Hypotheses IV and V):
Hypothesis I: Scores on the Patient Attitudes Scale (PAS)
will be significantly and positively associated with patient ratings concerning surgical outcome [Patient Outcome Rating (PaR) scores].
Hypothesis II: A positive and significant relationship will exist between surgeons' ratings of each patient's risk for dissatisfaction postsurgery [Surgeons' Risk-Level Rating (SRR) scores] and actual patient outcome ratings.
Hypothesis III: A positive and significant relationship will exist between PAS scores and Surgeons' Risk-Level Ratings (SRR scores).
Hypothesis IV: Patients seeking elective cosmetic nasal surgery will demonstrates higher scores on the PAS than patients seeking elecive noncosmetic nasal surgery.
Hypothesis V: Surgeons' Risk-Level Ratings for patients
seeking elective cosmetic nasal surgery will be significantly higher than for patients seeking elective noncosmetic nasal surgery.
Patients and Methods
Data were collected from consecutive patient volunteers scheduled for elective nasal surgery. Nine private practice cosmetic surgeons in the Palo Alto-San Jose, California area participated in this study; their offices were used as sources for the volunteers. Based on existing demographics, these volunteers were middle and upper-middle class Caucasians residing in or around Santa Clara County. Most were high school grad-uates; many attended college. The only selection criterion was that participants be age 18 or older.
Subjects were placed into two preexisting groups as follows: Group I-volunteers electing rhinoplasty and, Group 2-a control group of volunteers electing noncosmetic nasal surgery. Group 1 included both elective cosmetic rhinoplasty patients (e.g., purpose of surgery was to correct/enhance nasal appearance), and a nonhypothesized group of elective cosmetic and reconstructive rhinoplasty patients (e.g., purpose of surgery was to restore/enhance both nasal appearance and function, sometimes for the purpose of qualifying for some degree of insurance coverage). Surgeries for Group 2 (e.g., purpose of surgery was to correct/enhance nasal function only) were non-pain-inspired in order to eliminate physical pain as a confounding motivation and included nasal septoplasty and nasal turbinate reduction.
Each prospective subject had consulted a private practice cosmetic surgeon about having nasal surgery. The opportunity to participate was offered by research assistants (nurses at the surgeons' offices) who had been instructed by the principal researcher, a graduate student in clinical psychology. In order to control for instrumentation problems and reactive effects, research assistants knew that the study involved the motivations and expectations of patients presenting for nasal surgery, but knew nothing of the focus on high-risk candidates for cosmetic surgery or of the comparisons between cosmetic and noncosmetic groups.
Each patient volunteer was asked to complete a 65-item Patient Attitudes Questionnaire at the time of the preoperative visit. Questionnaire and consent form packets were given out unti130 or more had been collected, thus meeting the minimum sample size requirement of 15 for each of the two groups. The brief questionnaire was self-administered; time for completion was about 10 minutes. Completed questionnaires and consent forms were placed in code-numbered, sealed envelopes to ensure confidentiality and anonymity. Surgeons completed their preoperative ratings immediately following the same preoperative patient visit.
The Patient Attitudes Questionnaire itself comprised the following measures:
1. A structured set of 33 statements developed by the principal researcher based on the seven high-risk clusters derived from the literature and presented in the form of a 5-point Likert scale requiring patients to rate the way that each statement applied to them. Responses on each of the seven high-risk clusters were quantified and interval data obtained to assess the degree of high-risk decisionmaking as expressed in attitudes, feelings, and personal history relevant to elective nasal surgery. In the case of the four pre-and postoperative ratings, the following measures were used, each in the form of a single 5point rating scale developed by the principal researcher for use in this study:
Surgeon's Status Rating (SSR) was a preoperative rating made by the surgeon at the time of preoperative consultation grading each patient's presenting nasal condition on a scale from A to F (A, with minimal defect; F, major defect). In data analysis, this A to F rating was converted to a numerical scale of 1 to 5, with A being 1 and F being 5.
Surgeon's Risk-Level Rating (SRR) was a preoperative rating made by the surgeon at the time of preoperative consultation estimating each patient's risk level for dissatisfaction postsurgery on a scale from 1 to 5 (with 1 being no or low dissatisfaction and 5 being major, high-risk dissatisfaction) based on both preoperative clinical impressions and information from the preoperative medical history. 
Results
The express purpose of this study-of which the present research was a first step-was not only to identify those variables associated with dissatisfaction postsurgery, but also to design a clinical tool, the Patient Attitudes Scale (PAS), as a predictor to enable surgeons to identify patients at risk for such dissatisfaction. Hypotheses I and II provided measures of predictive validity as follows:
1. Scores on the PAS were found to be significantly and positively associated with scores on the POR (Hypothesis I).
2. Surgeons' estimates of individual patient risk (SRR scores) were significantly and positively associated with scores on the POR (Hypothesis II).
Hypothesisill measured concurrent validity in that a significant and positive association was found between scores on the PAS and the SRR. Correlations for Hypotheses I-III are presented in Table 1 . A total of 74 patients participated in the study. Data from nine patients were discarded due to the following: cancellation of surgery (3); not returning within time-frame for the postoperative visit (3); disqualification for not meeting the minimum age requirement of 18 (1); disqualification due to a raw score of 7 on the IN of Jackson representing a significant degree of nonpurposeful responding (1); and noncompletion of the postoperative rating forms due to surgical complications and rehospitalization (1). The final sample included 65 adults aged 18 to 67. Forty-three were male; 22 were female. While it was unexpected to have twice as many males as females in the study, in the rhinoplasty group itself (Group I) the ratio was roughly equal (18 males; 15 females). The gender imbalance may be associated with the fact that in Group 2 (elective noncosmetic nasal surgery solely for purpose of improving function) 25 of the 32 patients were male.
In order to provide equally weighted descriptions of relative performance on the seven measures collected on each patient, raw scores were converted to T scores. The confidence level of .05 was selected for rejection of the null.
The usual measure of correlation, the Pearsonproduct-moment correlation coefficient, assumes that scores are drawn from normally distributed populations. 21 For given sets of data in the present study this assumption was not met (see Figures 1  and 2 A one-tailed t-test for independent groups was performed in order to assess the difference between groups on both the more normally distributed PAS and SRR. Although there was no significant difference between the cosmetic and noncosmetic groups on the PAS (Hypothesis IV), patients having elective cosmetic nasal surgery were assigned significantly higher scores by the surgeons on the SRR than patients having elective noncosmetic nasal surgery (Hypothesis V). Interestingly, the nonhypothesized subgroup (mixture of cosmetic, reconstructive, and functional surgery) demonstrated scores on both the PAS and SRR that were more like those of the purely functional noncosmetic controls (Group 2) than those of the purely cosmetic patients. This effectively lowered the mean for Group 1 as a whole, obscuring the difference between the two main groups. When the purely cosmetic patients (Subgroup la) were compared separately to the noncosmetic group, the former demonstrated significantly higher scores on both the Patient Attitudes Scale (PAS) and the Surgeon's Risk-Level Rating (SRR), validating Hypotheses IV and V. No significant differences were demonstrated between patients having a mixture of cosmetic and reconstructive rhinoplasty (Subgroup lb) and the noncosmetic group. No significant differences were found between male and female patients on the PAS. A negative but significant difference was demonstrated between genders on the SRR with women being rated greater risks. Data for z-test analyses are presented in Table 2 for the Patient's Attitude Scale (PAS) and in Table   3 for the Surgeon's Risk-Level Rating (SRR).
Subsidiary Analyses
Spearman rank-order correlations were performed on the total cohort (N = 65) between the Patient's Outcome Rating (POR) and all seven high-risk clusters of the Patient Attitudes Scale (PAS). Two significant associations were found: a positive and significant association between Cluster 2 (Inappropriate Expectations) and Patients' Outcome Ratings (the POR); and a positive and significant relationship between Cluster 6 (Negative Support System) and the POR. Data for correlations on all seven clusters are presented in Table 4 .
There were also differences between the two groups in patterns of scoring on each of the high-risk clusters of the Patient Attitudes Scale (PAS). Group 1 (cosmetic surgery) scored higher than the noncosmetic controls on Clusters 4 (False Beliefs), 5 (History of Previous Surgery), 6 (Negative Support System), and 7 (MentalJPsychological Factors). The purely cosmetic rhinoplasty patients (Subgroup la) scored particularly high on Clusters 5 (History of Previous Surgery), 6 (Negative Support System), and 7 (Mental/Psychological Factors). Subgroup lb (cosmetic/ reconstructive rhinoplasty patients) scored particularly high on Cluster 4 (False Beliefs). Interestingly, Group 2 (noncosmetic controls) scored higher than either Subgroup la or lb on Cluster 1 (Impulsivity).
Comment
Most cosmetic surgery patients are satisfied with surgical results. 8, 22 The intention of this study was to identify that small number of patients, outlyers, whose pre-operative attitudes, motivations, and/or expectations seemed indicative of negative surgical outcome. To do so involved focusing on those variables suggested by the literature as predictive of patient dissatisfaction.
Hypotheses I and II provided measures of predictive validity by correlating preoperative screening measures (the Patient Attitudes Scale and Surgeon's Risk-Level Ratings) with post- Both hypotheses were confirmed across the entire cohort (N = 65). It should be noted that for both the PAS and the SRR, 8% of the sample could be classified as false positives (e.g., high risk on either of these preoperative measures yet extremely satisfied with surgical outcome).
While the PAS and the SRR were significantly associated with each other across the entire cohort, demonstrating concurrent validity for the instrument being developed (Hypothesis III), the PAS was slightly more efficient than the SRR at predicting surgical outcome both across the entire cohort (N = 65) and with the noncosmetic controls (Group 2). The SRR was more accurate in predicting risk for the cosmetic patients. One explanation for this difference may be that the surgeons are more wary in general of cosmetic patients and the increased risk of litigation should the outcome be negative. Their risk-level ratings may reflect preconceived notions of risk based on the type of surgery being considered. In this study, in fact, preoperative risk-level ratings by surgeons in the direction of patient dissatisfaction (between 3 and 5 on the SRR rating scale) comprised 68% of SRR scores for the pure cosmetic rhinoplasty patients in Group I as opposed to 29% for Group I patients having a mixture of cosmetic and reconstructive rhinoplasty and only 22% for patients in Group 2 (the noncosmetic controls). This significant difference in Surgeons' ratings between the groups was reflected in t-test results (Hypothesis V). Two other points, however, seem relevant. First, the PAS was more efficient at screening out high-risk patients among the controls because the surgeons may have a false sense of security about these patients. Second, more importantly, the PAS was a better predictor of dissatisfaction than the SRR for the six patients, statistical outlyers, in the total cohort who demonstrated extreme scores of 4 or 5 on the POR (the measure of patient dissatisfaction with surgical outcome). Three of these six patients were accurately identified on the basis of their PAS scores as compared with only one 0 the six being identified by the SRR (surgeons' risk-level ratings). In terms of the entire sample (N = 65), this means that 5% could be classified as false negatives on the basis of PAS scores (e.g., not revealed as high-risk on the PAS yet extremely dissatisfied postsurgery) whereas 8%, including all four of the extremely dissatisfied noncosmetic controls, were false negatives on the basis of surgeons' ratings on the SRR. Additionally, the PAS demonstrated an incremental validity of 16% as compared to an incremental validity of 1% for the SRR.
Data on the six dissatisfied patients provides preliminary but revealing information about the nature of risk for dissatisfaction postoperatively. Two of the six patients had cosmetic rhinoplasty only (e.g., were not covered by insurance); the other four were members of the noncosmetic control group. Three of these patients were male; three were female. As there were twice as many men as women in the total sample, it was of interest to note that among these extreme scorers women were actually twice as likley to be dissatisfied as men. Both genders were identically distributed with one patient in the cosmetic and two patients in the noncosmetic group. Whereas there were only a small number of extreme scorers, these data show that in the cosmetic group dissatisfaction was roughly equal between the .10 ns genders but in the noncosmetic group women were almost four times as likely as men to be dissatisfied. Four of the six patients in this extreme-score group were older than the mean age of 35, and three of the six were age 50 or older-about one-third of this particular age group (N = 11) as represented in the sample. It should be noted that four subjects out of the six, including both of the cosmetic patients, had lower than average Surgeon's Status Rating (SSR) scores, indicating minor to medium-level presenting defects. Yet, all six were extremely dissatisfied (Patient Outcome Rating scores of 19-28 points above the mean of 50 for the entire cohort). In contrast, three patients out of six were rated by the surgeons as having the best possible surgical result, while two of the remaining three patients were rated as having the second best possible outcome. Only once was the surgery rated as unfavorable in outcome by the surgeon. This points to a difference in surgical expectations between doctor and patient under these special conditions. What this seems to suggest is that patients presenting with minimal defects are likely to be dissatisfied no matter how well the surgery is performed.
Limitations of the Study
This was a small correlational study and no causality can be presumed between anyone of the variables or clusters and dissatisfaction postsurgery.
The PAS needs refinement and further study for use with cosmetic patients. Specifically, it should be redirected or weighted toward those areas that the study found to be stronger indicators of risk, especially for extreme scorers and cosmetic patients. These areas include (1) an actively negative or oppositional personal support system; (2) external versus internal pressures for surgery, which Wright'? calls "decisional conflicts"; (3) history of mental illness, particularly depression, as well as the presence of recent emotional crises; (4) unrealistic expectations, taking into consideration the differences between patient and surgeon; and (5) misconceptions about one's defect as being major when others evaluate it as being minor to medium. In light of the analysis of extreme scorers, future study of the Patient Attitudes Scale (PAS) should provide for review of age as a variable. Furthermore, collection of postoperative data 2 months rather than 1 month postsurgery would allow more time both for swelling to subside and for transient dissatisfaction to pass. Finally, it may be worthwhile to consider combining the PAS with the SRR and other factors that prove in time to be predictive.
Summary
The Patient Attitudes Scale (PAS) itself was constructed around seven clusters comprising variables identified as highrisk by the literature. Of interest and importance for surgeons is the fact that significant correlations across the entire sample were found between postoperative patient dissatisfaction and Clusters 2 (Inappropriate Expectations), and 6 (Negative Support System). Cluster 6 was also significantly associated with patient dissatisfaction in Group 1 (cosmetic surgery), whereas Clusters 2, 6, and 7 (Mental/Psychological Factors) were significantly associated with patient dissatisfaction in Group 2 (non-cosmetic controls).
The six extreme-score patients demonstrated an association between postoperative patient dissatisfaction as measured by 329 the POR and an even broader spectrum of clusters on the PAS. In Clusters 1 (Impulsivity), 2 (Inappropriate Expectations), 3 (External Pressures for Surgery), 6 (Negative Support System), and 7 (Mental/Psychological Factors), scores for either 5 or 6 of the patients were above the mean (an average of 5 to 9 points above the mean T score of 50). These results tend to support what has already been suggested in the literature by finding increased risk for dissatisfaction with surgical results in five of the seven areas or clusters cited.
